PRESIDENTIAL ADDRESS.
The Past Work of the Obstetrical Society of London and some of the Obstetric and Gynaecological Problems still awaiting Solution.
To preside over such a Society as the Obstetrical and Gynmecological Section of the Royal Society of Medicine is the greatest honour to which one of its members may attain. I fully appreciate this honour, and am grateful to the Council for their unanimous nomination and to the members of the Section for electing me to such high office. Whilst fully realizing my own limitations, I hope to retire from the Presidency feeling that in doing my best I have, in the opinion of the Section, worthily upheld the dignity and importance of the Chair, and my task will be less difficult if the members of the Section will extend to me the kindness and the consideration which I have always experienced whilst holding other offices in the Obstetrical Society of London.
It is known to many of those present that in view of seniority, and of excellent work done for the Obstetrical Society, Dr. John Phillips would have been proposed for the post of President, but he felt reluctantly compelled to ask not to be nominated, fearing that his midwifery engagements might prevent his keeping the fixed appointments required of the President.
When nearly thirty years ago I was elected to the Fellowship of the Obstetrical Society of London the Presidential Chair was held by (the The third event was the happy amalgamation of the Obstetrical Society of London and the British Gyna3cological Society in 1907, and the formation of the Royal Society of Medicine, with the amalgamated societies as one of the Sections.
Since the inauguration of the Obstetrical Society in 1858 it has been concerned with the advance of obstetric and gynaecological medicine in two main directions: (1) by exercising a socio-political influence; (2) by its more normal scientific work.
As regards its socio-political work its greatest success has been the persistent agitation which it has successfully employed in favour of improved obstetric teaching both of students and midwives, and it has thus been able as a direct result to help to lessen the terrible infantile death-rate and maternal puerperal mortality which then obtained. This has been done (1) by stimulating the teaching and examining bodies to insist upon the better education of medical students in obstetrics;
(2) by constantly urging the Government of the day to educate and register midwives; (3) by actually providing for the education and examination of midwives till Government itself took the matter in hand. Many of our younger members hardly realize how great an influence the Obstetrical Society has had in the improvement in obstetric training. I propose, therefore, for a few minutes to give a short review of this part of the work of the Obstetrical Society.
1DEFECTIVE OBSTETRIC TRAINING.
In 1860 (Transactions of the Obstetrical Society of London, ii, p. 3) Dr. Edward Rigby, the first President, stated that the Council had presented a most important memorial to the General Medical Council urging upon them the imperative importance of improving obstetric education.
At the London University students had then only to attend six labours, and attendance at lectures on midwifery was not compulsory. At the Royal College of Physicians of London there was no examination in midwifery, no obstetric expert being then on the Examining Board. At the Royal College of Surgeons of England candidates had to attend three months' lectures on midwifery, but need not have personally attended any confinements. The Obstetrical Society demanded that the standard of education and examination on midwifery should be as high as that which obtained in medicine and surgery.
The immediate result of this memorial was that in the following year the Royal College of Physicians arranged to examine and grant a licence in medicine and midwifery, and attendance on a course of midwifery and on clinical diseases of women was made compulsory. Another result was the institution of a new office in our educational hospitals-namely, that of " obstetric physician," whose duties were at first entirely those of an accoucheur, surgery being practically excluded.
In 1863, the President, Dr. Tyler Smith, of St. Mary's Hospital, urged that obstetric physicians should be allowed to perform the operation of ovariotomy, till then mainly in the hands of surgeons. The struggle made by obstetric physicians to practise abdominal surgery was an uphill fight and led to much ill-feeling between them and their surgical colleagues at some hospitals, and added point to the prejudice which their appointments had in many cases created. It was indeed many years before obstetric physicians were treated with the respect they deserved. In 1879 we find the President of the Society, Dr. Playfair, deploring this, and alluding especially to the fact that in such a representative body as the General Medical Council there was no representative of obstetrics.
One of the most forcible inaugural addresses was given by Matthews Duncan, when our President in 1881. He alluded especially to the efforts of Dr. Playfair in England, and of Dr. Macnaughton-Jones in Ireland, and he particularly eulogized the latter, our immediate Past-President, who he said was known " for his enthusiastic advocacy of the claims of improved obstetric teaching in our medical curriculum," and Dr. Matthews Duncan added, with, I think, a marvellous prevision, " that without an extension of the curriculum to five years, he thought such improvement was impracticable." As the first step to progress being made he again urged that an obstetric physician should be placed on the General Medical Council, and he stated that the Council of the Obstetrical Society had again memorialized the Government on the subject.
We may congratulate ourselves that very soon after that deputation the Government (April 20, 1883) realized the necessity of acceding to our Council's request. and that the first Representative on the General Medical Council should have been so able an obstetrician and so expert an educationalist as Matthews Duncan himself. In 1901 Sir John Williams was appointed Crown representative, and on his retirement this year Sir Francis Champneys was appointed by the Crown.
As a result of obstetric experts being now on the General Medical Council and on all Examining Boards, great improvement has taken place in the teaching of clinical midwifery, especially as regards the attendance of the medical student in lying-in wards. This course was strongly advocated by Dr. Dakin in his Presidential Address in 1905. He advised that students should do their clinical midwifery at a lying-in hospital, and be taught there by a recognized and expert teacher who should devote all his time to the work, as is now done in Germany, where two half-year courses are required of the student, and the student has personally to deliver four women in the presence of the teacher or his assistant.
Dr. Dakin's address was given at the psychological moment, for it more or less voiced the opinion of everyone concerned, and the teaching of practical midwifery has now been put on a sounder basis. When all the teaching hospitals can either have their own lying-in wards with efficient resident teachers, or can utilize adjacent adequately staffed lying-in hospitals, all students will get efficient training. The advantage, however, to the student, in view of his future practice, of attending out-door maternity cases after he has acquired the knowledge of aseptic inidwifery in lying-in wards, is also obvious, and should not be allowed to be entirely superseded.
INFANTILE MORTALITY.
In 1869 the Obstetrical Society created a standing Committee on "infant mortality," which investigated the subject, and the results were issued in a Report in 1870.
The subject of " children's diseases" was then part of the regular work of the Society, and one of England's greatest experts in that speciality, Dr. Charles West, was actually the President in 1877. Since then the subject of " children's diseases" has wisely been given over to other Sections of the Royal Society of Medicine, but our Section should still consider itself bound to do what it can to lessen the number of abortions and stillbirths, and to reduce the mortality of the new-born child, at all events so long as the infant is under our care as accoucheurs.
Much has been done by Sir Francis Champneys and others to save the lives of children born asphyxiated, and Dr. Herbert Spencer has demonstrated that many stillborn or newly born children die from cerebral and other heemorrhages. Papers, too, have been read on gynacological troubles in young children-by Dr. Drummond Robinson on " Vulvar Discharges in Infants "; by Mr. Stephenson, on " Ophthalmia Neonatorum "; and on " Grape-like Sarcoma " by Dr. Curtis and Dr. Williamson. We have, however, mainly concerned ourselves with foetal monstrosities, hermaphroditism, and other developmental abnormalities rather than with the causes, pathology and treatment of the child in its ante-natal and new-born stages. We know very little more of the causes of intra-uterine death of the fcetus than we did when Sir W. Priestley, a Past-President of the Obstetrical Society, read his Lumleian Lectures on that subject in 1887 at the Royal College of Physicians.
Mortality both in utero and soon after birth is still far larger than it should be. Dr. Priestley calculated that in 1887 in LIondon alone 9,000 abortionts occurred annually, due to preventible causes. There is no reason to think that abortions are now less numerous or relatively less preventible than they were. The number of stillbirths could then only be guessed at, but we can now, thanks to the Registrar-General's statistics, estimate their frequency with fair accuracy. In 1910, 2,312 stillbirths were notified in London, representing 2,2 per cent. of the total births. If this proportion holds good for the whole of England and Wales, the stillbirths, in 1910 were 19,736. Our knowledge of practical midwifery tells us that many of these stillbirths occur during delivery and are preventible.
At that date, 1887, the infaontile death-rate in England and Wales during the first year of life was 145 per 1,000 births. In 1909, the rate had been reduced to 109, and in 1910 to 106 per 1,000 births, a saving of 39 infants per 1,000 births. As there were 914,372 births in England and Wales in 1909 this reduction in the infantile death-rate means a saving of the lives of 33,922 children in that year, as compared with the children who would have survived their first year if the rate of mortality had been the same as in 1887. (See Diagram A.) The infantile death-rate is still, however, enormous, for in 1909, in England and Wales, out of 518,003 deaths 99,430, or 19 per cent., were those of infants under 1 year of age.
In London, the infantile death-rate per 1,000 births was 158 in 1887 and 108 in 1909, a saving of 50 lives in 1,000 births, representing a saving of 5,959 infant lives in the Metropolis out of the 118,078 births. In 1910 the infantile death-rate in London was only 103 per 1,000 births. In order to emphasize the special import of this mortality to our Section I append a Another cause, connected with birth, of both infantile death and local inflammatory processes in new-born infants is " obstetrical infection " at birth. Such infection must be distinguished from congenital infection of the infant, conveyed through the mother, such as syphilis, small-pox, measles, malaria, &c.
" Obstetrical infection" of the infant due, for instance, to the liquor amnii being infected before birth, in some cases even when the amniotic sac is intact, is as definite an infection as the ophthalmia of vaginal gonococcal origin. It is not yet well recognized in this country that such infection may be the cause of serious sepsis of the mouth or nose, which by penetration into the lungs or alimentary canal may cause bronchitis or broncho-pneumonia, vomiting, gastro-intestinal disturbances, jaundice, &c.
The following table (Table II) , taken from the statistics of the Registrar-General for 1909, shows that out of 109 children per 1,000 births who die in their first year from all causes, eleven die in the first twenty-four hours of life, thirty children die in the first fortnight, and about forty in the first month.
The accoucheur. is responsible for the new-born child during, at all events, the first fortnight of life, and in that period nearly one-third of those children who do not survive their first; year lQse their lives. Can we not, as the Obstetrical Section of this great Society, do something more to lessen this infant mortality by encouraging the education of women in the rational management of themselves and their children during the puerperium. What more natural than that the Royal Society of Medicine, the leading Medical Society of our land, through its Obstetrical Section, associated, perhaps, with the Section for Diseases of Children, should draw up a simple set of rules for the guidance of mothers and nurses, so that the work of all the various agencies now -engaged in instructing women in infantile hygiene may be facilitated bya small authoritative handbook, which could be used by all agencies. All that would have to be done would be a revision of the excellent Rules for the "General Management of Infants" drawn up by the Council of the Obstetrical Society in 1873, after the Report of the Standing Committee on "Infantile Mortality."' The Rules proved useful then when they were the outcome of the Society's almost isolated effort. Now such authoritative rules would we widely welcomed, for the whole country is striving to save the lives of its infants-now alas! born in such relatively small numbers. I propose to take the opinion of our Council upon this point.
Much is now being done both in the Metropolis and in the provinces by voluntary nursing and visiting organizations, especially in connexion with the work of the Central Midwives Board, often, indeed, with the keen approval, or even at the initiation, of the Local Supervising Authorities under the Act.
As showing what can be done by definite special effort to encourage lactation and discourage artificial feeding of infants, I may quote results in St. Pancras and Stepney. In St. Pancras, Dr. Sykes and the Municipal Health Authorities began their educational experiment in 1904 when the infantile death-rate was 151 per 1,000 births. Last year it was 107 per 1,000. In Stepney, under similar circumstances, it dropped from 138 to 109 per 1,000 births.
Unfortunately, a concrete example shows the converse of this progress. We have recently had a combination of drought and railway strikes, which-shows in a most graphic way how infants who are not breast-fed die wholesale if cow's milk be deteriorated by bacteria-dust, or if, owing to milk from the suburbs failing to be delivered in the large cities, infants have to be fed on other articles of diet. (See Table III .) The table shows that in London, in the week ending July 15, 1911, the deaths of infants under 1 year of age was 150, or 67 per 1,000 births; in the weeks ending August 19 and August 26, when the great heat and the railway strike were in action, the infantile deaths rose to 705 and 712, or 305 and 320 per 1,000 births. In Liverpool, where the railway strike was more general and the absence of milk, or its deterioration from delay, was more universal, the infantile deaths on the same date rose from 54 to 165, and the death-rate per 1,000 births from 121 to 445. I suppose no one will dispute the fact that if these infants had been breast-fed this terrible mortality would not have occurred.
I quote one of the Rules drawn up by the Obstetrical Society, in 1873, which would be particularly useful in these days, when mothers so often avoid the duty of lactation for selfish reasons, or prolong the function, hoping to postpone another pregnancy. The rule says:
" Nature provides breastr milk as the proper food for an infant, and suckling is by far the best way of feeding it." " Provided the mother has plenty of milk and is in good health, an infant requires and should have no other food but the breast milk until about the sixth month."
What a blessing to the newborn would ensue if advisory legislation or custom could make such a practice the rule rather than the exception. Cannot the united voice of this Section, as well as the advice of its individual members, do something to stem the tide of non-lactation which must act to the physical disadvantage of both mother and child, -and which at the same time tends to annihilate the intimate mental, moral and social ties which should bind mother and child together at the beginning of an infant's life ?
I append a table (IV) and a diagram (A) showing the steady fall in the infantile death-rate in England and Wales during the last thirty years. It will be observed that the infantile death-rate between 1880 and 1900 averaged about 145 per 1,000 births, and actually got worse and worse, till it reached 163 per 1,000 in 1889. Since then it has steadily improved, and last year (1910) it was only 106 per 1,000, a saving of life as compared with 1899 of 57 infants out of every 1,000 born. This represents a saving of the lives of 52,026 infants under 1 year of age in England and Wales in 1910, as compared with those who would have died in 1899. I believe this result to be largely due to the compulsory education of midwives which the examinations by the Obstetrical Society of London first, and since-1905 by the Central Midwives Board, have necessitated, for about 21,000 midwives have been examined and passed by these two bodies, and it must be remembered that, roughly speaking, midwives are in attendance at about half the total births. PUERPERAL FEVER.
The prevention of " Puerperal Fever " has been a burning question since the foundation of the Obstetrical Society, and in 1872 a strong Standing Committee was appointed " for the collection of observations on temperature during pregnancy, parturition, and the puerperal state." By this and various other methods the Obstetrical Society has constantly and consistently endeavoured to save the lives of parturient women, not only by its scientific work, but by endeavouring to get the importance of the science and art of midwifery recognized by medical opinion, and by Government and the country generally.
Obstetrical and Gynwcological Section1
The history of midwives in England, and the part played by the Obstetrical Society of London in getting them educated, certificated, and registered, was admirably given by Sir Francis Champneys in his Inaugural Presidential Address in 1896. This address was given at a moment of some tension, when the Council of the Society and the Examiners of the Society's self-constituted Board of Examiners were being threatened by the General Medical Council, and even the word "infamous "-in, of course, the professional and technical sense-was being hinted at by some of those opposed to the schemne. What a comment can to-day be made on such a state of affairs when the nation
Deaths of infants under 1 year of age to 1,000 births in England and Wales. has at last taken over the education and examination of midwives, and when Sir Francis Champneys, who has been the Chairman of the Central Midwives Board from its formation, is now the Crown IRepresentative on t_he General Medical Council itself.
The Midwives Bill became law in 1902, and its work of examiination began in 1905. The thankless work, therefore, of the fourteen years (1858 to 1872) before the Obstetrical Society was able to start its Examination Board (in 1872), together with another thirty-three years' hard work of actual examination which then followed, has been abundantly justified. Of the 10,022 midwives who had passed the Obstetrical Society's examinations, 7,465 elected to be put on the Roll of Midwives.
We can now see that a definite improvement has within the last few years taken place in the death-rate due to septicaemia. Undoubtedly the modern conduct of maternity cases of lying-in institutions has led not only to an enormous diminution of the mortality and morbidity due to sepsis in those institutions, but their success has shown what can be done also in general practice. In 1865-75 the British Lying-in Hospital had a death-rate of 19 4 per 1,000 births, the City of London Lying-in Hospital 14'3 per 1,000, and Queen Charlotte's Hospital 22'3 per 1,000. In the Rotunda, Dublin, the death-rate between 1811 and 1875 varied from 131 to 32,7 per 1,000. The mortality was, however, not always so great, for in some decades, even a hundred years ago, the death-rate in lying-in hospitals was remarkably low, from unexplained causes; thus in the British Lying-in Hospital between 1790 and 1800 the death-rate in 6,677 deliveries was only 3T2 per 1,000, and at the same date the mortality at the City of London Lying-in Hospital was only 5 7 per 1,000. Explanations of these good years in puerperal fever statistics are difficult, but the invariable rapid return of bad years prior to the routine use of antiseptics showed that when septicwmia once developed in a lying-in hospital, none of the methods the;L in use served to check its spread, and as a rule the lying-in hospital had for a time to be entirely closed and redecorated. As late as 1889, Dr. Galabin, *in his Inaugural Address as President, when speaking of antiseptics in midwifery, said: "The hope may now be entertained that modern antiseptic methods will suffice to render healthy even a lying-in ward in a general hospital, though it is premature to speak positively on the subject until the experiment has been tried." The experiment has now been tried, and has proved completely successful, and lying-in wards in our London and provincial hospitals give us no anxiety.
The question as to how far antiseptic and aseptic midwifery has reduced puerperal mortality and morbidity in general practice is more difficult to decide.
Dr. Galabin gave the mortality of childbirth between 1847 and 1895 as 4'82 per 1,000 births 'and 4'45 between 1875 and 1885, more than half of these deaths being due to puerperal fever.-For those who wish to study the growth of our knowledge as regards the nature of puerperal septiceemia, I would advise them to read the epoch-making discussion in the Obstetrical Society's Transactions on "The Relation of Puerperal Fever to the Infective Diseases and Pycemia," opened by Spencer Wells in 1875; and they should also read Dr. Watt Black's masterly resume of our knowledge in 1891. The progress made in our knowledge in those sixteen years was enormous.
The abolishment of puerperal septicaemia is slow in arriving, much slower than was anticipated by those who witnessed under their own eyes the disappearance of sepsis in lying-in hospitals when corrosive sublimate douches were first used.
Dr. Cullingworth showed in his Inaugural Address that the deathrate of puerperal septicaemia in 1896 was not falling but actually rising. The death-rate in England and Wales from accident and septicaemia in the five years ending 1895 was 5 4 per 1,000 births, from septicoemia alone 2 5 per 1,000.
Dr. Dakin in his Inaugural Address in 1905, was able to show some improvement, the deaths in 1903 from accidents and sepsis being 4'06 per 1,000 births, those from sepsis being P75; but even in that year alone (1903) , if all the labours had been aseptic, 1,668 women, omitting deaths due to accidents of labour, would not have been sacrificed to sepsis.
Both Dr: Cullingworth and Dr. Dakin considered that the cause of the persistent high death-rate was due partly to the ignorance of the miiidwives, but partly also to the fact that there were still some medical mi-en in 1897 and in 1905 who, though well aware of the importance of antisepsis and asepsis in surgery, failed to consider asepsis seriously in midwifery practice. Since Dr. Cullingworth spoke in 1897 there have been 15,900 medical men registered in the United Kingdom, and since Dr. Dakin spoke in 1905, 5,760 medical men have been put on the Register, all of whom have been educated in strict antiseptic or aseptic nmidwifery; and as the total number of medical practitioners in the United Kingdom is now 40,483, many of whom have retired from practice or do not practise midwifery, it is evident that the large mnajority of practising accoucheurs must have been trained in modern methods.
Similar encouragement comes to us when we consider the question of trained midwives. The Secretary of the Central Midwives Board tells me that the total number of trained women put on the Roll of Midwives in 1905 was 9,787, together with 12,521 untrained women. Since then 10,412 have passed the Central Midwives Board examination, and allowing for deaths and removals, &c., it is computed that there are now on the Roll 20,065 trained and 11,614 untrained women; and each year the proportion is, of course, increasing in favour of the trained women. It is computed that out of the 20,000 trained women now on the Roll of Midwives only about 5,000 are practising as midwives, the rest being monthly nurses, or only obtained the certificate as a qualification for a post. On the other hand, there are probably over 10,000 untrained women still practising as mnidwives, and as tending to show the relative value and reliability of the two classes, it is interesting to note that only seventeen of the 5,000 trained women practising as midwives have been struck off the Register, about 3f4 per 1,000, as compared with 275 struck off from the 10,000 untrained midwives, or 27'5 per 1,000. In other words, the chances of being struck off the Roll for incompetency or malpractice are about eight times as great in the case of an untrained woman.
When all qualified medical practitioners and midwives practising midwifery have been trained in modern midwifery methods sepsis should be banished.
Sir Francis Champneys, in a discussion at this Section last year, stated that the death-rate from " puerperal sepsis" and "accidents of childbirth" to 1,000 births was conclusive in showing recent improvement, for whereas this rate prior to 1902 was never below 4'39 per 1,000 births, it fell to 3 83 in 1907, and I am able to add the still better data for 1908 and 1909-viz., 3.57 and 3'70.
For the first time in the history of this Society its President is therefore able to testify to a very definite and steady, and I hope permanent, reduction in the death-rate for puerperal septic diseases. (See Table V and Diagrams B and C.)
In Table V and Diagrams B and C it will be seen that not only is the proportion of deaths in England and Wales from " puerperal septic diseases" becoming reduced in comparison with the deaths due to other " accidents of childbirth," but that the actual death-rate from puerperal septiceemia is steadily becoming reduced, whilst curiously and suggestively the death-rate from other " accidents of childbirth " is stationary or only slightly diminishing. Does this mean that operative midwifery, and measures taken to avert sepsis, have not tended to lessen deaths due to other " accidents of childbirth " ? It is only right that we should consider this possibility, though time does not now permit me to do so, for it would not be to the credit of the profession if it succeeded in its effort to annihilate sepsis only to add to the maternal risks in other directions by anything like unnecessary interference with the natural I Proc. Roy. Soc Complete or reliable information as regards the number of cases of puerperal septiceemia in England and Wales has been very difficult to obtain till now, as notification has not been enforced. In future there will be no such difficulty, for a General Order was issued by the Local Government Board on December 13, 1910, requiring every Medical Officer of Health to send in weekly returns of notified infectious diseases, including puerperal fever. Returns are accordingly now received every week from the majority of the 1,800 sanitary districts in England and Wales. Table VII gives the notifications of puerperal fever for England and Wales during the first six months after the General Order of last December, and shows that during that period there were 1,013 cases notified.
N-15 (1911) in London have been 145, and the deaths notified during the same period were 68, a percentage mortality of the cases notified of 46'9, which is less than the apparent percentage mortality shown in footnote to Table VI. Probably, however, in the earlier notification years all cases were not notified.
OTHER MEDICO-POLITICAL SUGGESTIONS.
Other medico-political suggestions have been made from time to time by Presidents of the Obstetrical Society. I will only mention two.
Dr. Matthews Duncan in 1881 (vol. xxiii, p. 75) urged that women about to be married should receive legislative protection from syphilisthat, in fact, it should be criminal for a man to marry who had a recent or active syphilis. He also wished it be considered criminal for a woman who had syphilitic sores on her pudenda to fail to warn her accoucheur of the circumstance. He instanced an accoucheur who only survived eighteen months after attendance upon such a case.
Dr. Herbert Spencer in 1907 (vol. xlix, p. 129) suggested that in order to ensure cases of uterine cancer coming earlier under treatment two definite steps should be taken:-
(1) To diffuse the knowledge of the symptoms of the disease among women, as has been done with good results in Germany.
(2) To urge upon the general practitioners that it is a neglect of duty to treat hmorrhage or discharge which may be due to uterine *cancer without making or advising a local examination.
To emphasize the importance of such steps I may state that in the nine years [1901] [1902] [1903] [1904] [1905] [1906] [1907] [1908] [1909] 152 ,737 women over 25 years of age died from cancer, and of these 35,516 died from cancer of the uterus. This = a death-rate of 46 9 per cent. of cases notified.
Note.-The above figures relate to notifications and deaths of puerperal fever in the Administrative County of London. The estimated population in the middle of 1911 is 4,522,628. The annual rate per 1,000 persons living of the cases notified in London is 0-06 (as compared with 0 7 in 212 provincial towns). represents 23'2 per cent. of the total deaths from cancer, and Dr. Eden, in his "Manual of Gynaecology," says that 96 per cent. of these are cervical cancer, 4 per cent. cancer of the body of the uterus.
On the whole I think it might be a wise thing if our Section, or the Royal Society of Medicine, had a standing Socio-political or Parliamentary Committee, which could take up various subjects and influence the Government or other bodies when opportunity offers or occasion requires. I think I have shown that the Obstetrical Society of London, during its short career of fifty-three years, has been of use to the community by its medico-political influence. If our Section had had such a Standing Committee we might even during the last few months have pressed upon the Government better conditions for the doctor and the patient in the Maternity Clauses of the National Insurance Bill, which is still under discussion, and so have strengthened the hands of the General Medical Council, Royal College of Physicians, and other bodies working to improve the condition of parturient women of the poorer classes. I propose to take the opinion of our Council on the whole subject. THE FUTUIRE OF OBSTETRICS AND GYNAECOLOGY.
(I) Obstetrics. I am becoming more and more convinced that we shall get very little further in our knowledge of the physiology of menstruation, labour and lactation, and of the causation of the toxic diseases of pregnancy and the puerperium, unless we call to our aid not only the bacteriologist but also the physiological 'chemist. Physiological chemistry is an extremely difficult science, and none but experts can tackle it. Those interested in the subject should read Dr. A. E. Garrod's paper on "Where Chemistry and Medicine Meet." 1 So difficult is it that it seems to me that until we have chairs and laboratories specially instituted for the study of these branches of biological chemistry in our teaching schools, we shall get very little beyond our present scanty and clouded knowledge, not only of the cyclical occurrence of the functions named, but also of the toxoemias of pregnancy and the puerperium. The question as to how this additional chemical branch of pathological research is to be provided is likely to prove difficult. Inasmuch as it is required for the correct diagnosis and efficient treatment of the patients in I Brit. Med. Journ., 1911 , i, p. 1418 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from hospital, it is not only rational, but just, that the hospital, rather than the medical school, should finance the matter, both from the point of view of salary for the expert chemist at the head of the department and of money required for its equipment and upkeep.
Menstruation.-At the very beginning of our study of obstetrics and gynaecology the subject of menstruation has necessarily to be considered. We know very little either of the causation or of the significance or utility of menstruation. Heape 1 has proved that the pro-cestrum stage of the "rut" in animals is homologous with menstruation, and that ovulation is not the controlling factor, and as a result the nerve and ovulation theories as to its cause are now largely surrendered in favour of the theory that its cyclical occurrence is due to a recurring biochemical change in the blood. One of the elements in this change appears to be an excess of the salts of calcium, a fact put forward in our Section by Dr. Blair Bell,2 who considers that the uterus of woman is homologous with the calcium chamber of birds, and that the calcium metabolism is largely influenced by the internal secretion of the ovary and of the other ductless glands.' Thus enlargement of the thyroid gland, as in Graves's disease and cretinism, tends to amenorrhoea or diminished menstrual loss; atrophy of the thyroid gland, as in myxcedema, tends to increased menstrual loss; and growths of the pituitary gland, as in acromegaly, tend to amenorrhoea. The whole subject is still obscure, and awaits the solution at the hands of physiological cheinists.
Labour and Lactation.-Both labour and lactation can occur without spinal nerve influence, as I showed in a case of traumatic paraplegia.4
What is the chemical substance which is thrown into the bloodstream by uterine or placental nmetabolism at, or soon after parturition, and which causes the mammary glands to secrete milk and the liver to secrete glucose to supply that milk with sugar ? Is this chemical substance identical with that which starts the onset of labour. Surg., Gyncecol. and Obstet., Chicago, 1911 , xii, p. 457. Trans. Obst. Soc. Lond. (1897 ), 1898 , xxxix, p. 191. Trans. Obstet. Soc. Lond. (1905 ), 1906 upon the dates and occurrences of such functions as menstruation, ovulation, fertilization, and implantation of the ovum,' labour and lactation ? Does it influence the onset of the menopause ? Is lutein tissue one of the essential bio-chemical products, one, at all events, of the ovarian internal secretions, which by getting into the blood exerts a controlling or exciting functional influence until recently unsuspected ?
Auto-toxaemia.-We know nothing of the chemical constitution of the toxins producing hyperemesis gravidarum, albuminuria, eclampsia, the chorea of pregnancy, acute yellow atrophy of the liver, and puerperal insanity. Are these toxins produced from the ovarian or the placental metabolism ? What can be the explanation that injection of a solution of iodide of potassium into the mammary glands, or amputation of both breasts as -performed by Sellheim, can cure eclampsia ?2 It seems a brutal operation, yet is it possible that there is a theoretical justification for it, and that the internal secretion of the mammary glands is liable to change and become toxic and cause eclampsia.
With' reference to this possibility, Dr. Herbert Spencer -has drawn my attention to a puerperal disease in cows attended with coma, successfully treated by mammary injections, of which he had been informed by his brother, Mr. Trevor Spencer, M.R.C.V.S., of Kettering, to whom I am indebted for the following note With regard to the udder treatment for "drop," or "parturient apoplexy" as we call it, not very much is known of the pathology of the disease, but it is apparently due to a toxin formed in the udder at the time of calving, especially in deep milkers, and occurs most often at the third or subsequent calving; it is never seen at the first birth and very rarely at the second.
Shortly after calving, from a few hours to three days, the cow begins to " paddle" with the hind feet, and has a wild, excited countenance; the animal then staggers, and in attempting to move falls headlong. Paralysis and coma soon appear, the breathing becomes stertorous, the animal assumes a characteristic attitude by turning her nose to her flank, and occasionally throws her head about violently in delirium; the symptoms being all those of intense brain congestion.
Some years ago, before the udder treatment was adopted, the disease in most localities was regarded as quite incurable, and in some parts slaughterhouses were erected by the neighbouring farmers, and to these the affected cows were conveyed and slaughtered. for food without aniy treatment being undertaken. At this time I met with a good deal of success by the use of I See p. 26, under " Hydatidiform Degeneration of the Chorion." large repeated doses of chloral hydrates and bromide of potassium. I used to give from 8 dr. to 12 dr. of each of these drugs every three hours for six or eight doses. About 35 to 40 per cent. recovered with this treatment.
I then began the udder treatment, as suggested by Schmidt, of injecting a solution of iodide of potassium into the breast with air injection afterwards. This sometimes led to mastitis, so that I now inject into each quarter of the udder half a pint of a warm solution of chinosol of the strength of 30 gr. to a quart; the udder is then massaged for a few minutes, and then blown up tightly with oxygen and again massaged, the gas and solution being left in for some hours. The cow is on her feet and perfectly well in from four to twelve hours, and no other treatment of any kind is required; 98 per cent. recovering from the disease. There is no special virtue in the chinosol, or in the oxygen either, any mild antiseptic and air -pumped in acts equally well. I use oxygen rather than air because one is not so likely to get septic trouble afterwards. I have found that when I used only the oxygen the cow got up just as quickly as when an antiseptic was also used, but a relapse often occurred and the treatment had to be repeated. I have seen about 1,000 cases of this disease, which is not nearly so common now as formerly, and of these cases only about three or four occurred during pregnancy. It is unaccompanied with pyrexia or with convulsions. Cows thus affected not infrequently have similar attacks in subsequent confinements.
Puerperal Fever.-We know absolutely nothing of any reliable specific means of treating puerperal fever, although we are supposed to know the various specific germs which produce it. Yet how is it that polyvalent serum prepared from streptococci obtained from many cases of puerperal septiceemia is so very seldom successful, and indeed serum therapy seems only really successful, even when a streptococcal infection seems certain, in cases where pus has already formed in the pelvic cellular or perimetric tissue and to some extent, therefore, localized the infection. As I suggested in my C(esarean Section monograph,' can no way be found by which the infecting germ can be discovered at the onset of infection by differential staining, &c., without waiting for a culture diagnosis ? Can no more rapid way than is now possible be then found by which a serum can be made from the patient's own brand of streptococcus or other germ thus found, and so save her life? Or is there some other fact of which we are now ignorant to explain our failure to cure these septic cases by a specific antitoxin?
One such fact may be that though streptococci, &c., are usually found in the genital discharges in cases of acute puerperal septicaemia, they are much more rarely found in the patient's blood, even five or six days after infection. This points to severe general toxemia of local origin, rather than to a true general infection, and may explain the failure of serum therapy. I believe that most cases of puerperal septiceemia are for some days only cases of local infection of uterus and its veins and lymphatics. For this reason I personally rely with much greater confidence upon early exploration and clearing out of the uterus and swabbing with strong iodine solution, and giving large doses of liquor ferri perchlor. to increase the general resistance, rather than upon any attempt to combat the infection itself. Vaccine therapy has also been advocated, but no definite results have followed its use in acute puerperal sepsis, though success has apparently followed its use in subacute or chronic cases.
The failure of bacteriological treatment in puerperal septicaemia 1is all the more disappointing when we see how similar treatment answers for allied conditions. For instance, we know the good results of vaccine therapy in cases of chronic gonorrhceal cystitis, endometritis, and salpingitis; and I have seen two cases where vaccine prepared from the patient's own gonococci was used during subsequent attacks of acute salpingitis, the attack in each case subsiding at once, contrary to the opinion generally held.
After careful work, Dr. Lea, of Manchester, read a paper at this Section,2 and is of opinion that organisms indistinguishable from pyogenic streptococci, together with diplococci and Bacterium coli, are not infrequently present in the vagina of pregnant women.
The fact is, however, that we are not yet quite sure of the significance of the germs thus found in the vagina at the onset of labour, whether we believe in Doderlein's theory or not. If we were really sure that the streptococci, staphylococci, Bacillus coli, &c., present in the vagina of a healthy woman during labour were liable to infect her, it would be our duty to disinfect and sterilize the vagina in every case before labour, precisely as we do before vaginal operations. Experience appears to show that this is not necessary, and it seems more than probable that the patient is immune from the germs which are habitually present in her own vagina-immune in this case apparently by means of D6derlein's bacillus-and that she only becomes infected when germs are introduced from without, germs for which there is not in her own system an antibody to resist. A man bitten by the teeth of a cat or dog may get a fatal sepsis, yet that cat or dog can freely and advantageously lick its own wounds. It is known that the serum obtained from a pregnant woman has different qualities from that of other women, but very little is known of the actual and essential differences, except as regards the effect upon animals of inoculations of the serum. Physiological chemists have not yet discovered the chemical constitution or molecular structure of the substances concerned. It is said to be possible to diagnose the existence of pregnancy by a serum test founded upon the power of the serum to hinder the action of the proteolytic ferments such as trypsin.' It is further shown by Krause and Graff,2 of Vienna, that during the first eight months of pregnancy placental serum has a remarkable power of destroying cancer cells, and of resisting cancer invasion by mianufacturing an anti-cancerous substance. Is this a partial explanation of the rarity of the combination of cancer and pregnancy, and perhaps a partial explanation of the improvement which pregnancy usually exerts upon the spread of tuberculosis, and the almost inevitable downward progress due to the disease after labour. In this connexion I may allude to the fact that the presence of pregnancy prevents perfect reliance being placed upon blood tests in some cases. Thus, according to Stern,3 local tuberculin reactions are distinctly diminished during pregnancy. In healthy non-pregnant women 65 per cent. gave positive reaction to the cutaneous and 14'5 per cent. to the conjunctival tuberculin test, whereas in the seventh, eighth, and ninth months of pregnancy the cutaneous reaction diminished to 36, 30 and 28 per cent. respectively, and the conjunctival reaction results were consistently negative.
There is reason to believe that pregnant women4 have some sort of immunity from scarlatina, and puerperal women a special liability to it. Olshausen5 could only find instances of 7 cases of scarlatina during pregnancy, as compared with 134 within one week after delivery. Boxall,6 in a paper read before this Section, did not think Lancet, 1911 , i, p. 1526 . Med. Press and Cire., 1911 , cxliii, p. 166. 3 Zeitschr. f. Geb. u. Gyn., Stuttg., 1910 G. F. Blacker, M.D., " Practice of Midwifery," 1910, p. 1001. " Puerperal Scarlatina," Archivf. Gyn., Berl., 1876 , x, pp. 169-195, and Obstet. Journ., iv. Trans. Obstet. Soc. Lond. (1888 ), 1889 that this was due to a delayed period of incubation in pregnant women. Good work has been done in this Section on the physiological action of the placenta by Dr. Dixon and Dr. Frank Taylor,' but very much more remains to be done. I wish to allude now to a few instances showing our ignorance as regards the origin of common diseases, for it is mainly the etiology of obstetric diseases which is now puzzling us.
Hydatidiform Degeneration of the Chorion.-What, for instance, is the cause of cystic degeneration of chorionic villi? We believe it is of foetal rather than maternal etiology, but mainly because it may occur in one of twins, the other placenta being normal. What else do we know about its causation? The frequent association of lutein cysts with this condition, and the established fact that destruction of the corpus luteum in rabbits prevents implantation of the ovum by preventing the development of the trophoblast, have led to the belief that this associated excess of lutein tissue may be the cause. Perhaps, as Dr. Blacker suggests, there may be a common cause both of the proliferation of the chorionic epithelium and of the lutein cells. What explanation, again, have we of the development of chorionepithelioma ?2 Is there a benign and a malignant hydatidiform degeneration of the chorion ? Can they be differentiated ? What is there in chorionepithelioma different to other malignant growths which in some cases enables a timely hysterectomy to cure the patient even when metastatic growths have developed in the lungs? Or is there a benign and a malignant chorionepithelioma, as has been suggested? Ectopic Gestation.-Are we any more sure of the causes of tubal gestation than we were before Lawson Tait suggested a previous chronic salpingitis ? Phlegmasia Alba Dolens.-What, again, is the pathology of true phlegmasia dolens (the lymphangitis type) ? Is it due to an infection or a secondary toxcemia ? Its sudden, fairly punctual onset, its course and duration, seem to point to a specific microbic origin.
Pyelo-nephritis of Pregnancy.-What is the true explanation of the pyelitis of pregnancy known to be due to Bacillus coli infection, and why is the right kidney almost always primarily attacked? Explanations are plentiful, fanciful, and often mutually destructive.
(II) Gynwecology. Inflamed Appendages.-Turning now to gynacology, I would like an authoritative paper from one of our seniors as to when a pyosalpinx, or a matted tube and ovary the result of salpingitis, should be operated upon, and when left alone or otherwise treated. Personally, I believe that such cases should very rarely be dealt with by abdominal section, and practically never during the acute stage when the pus in the tubes is virulently infective.
Fibrosis of Uterus.-What do we know of the pathology of so-called fibrosis of the uterus? There is no doubt it exists, though till lately it was unsuspected. The best account of fibrosis which I have read is in Dr. Eden's "Manual of Gynaecology"; but are the microscopical changes described by him infective, inflammatory, or degenerative ? In such cases, with our present knowledge, hmorrhage becomes almost intractable. Can nothing but hysterectomy stop the bleeding? What would be the effect of exposure to X-rays?
Menorrhagia of Puberty.-What is the explanation of the menorrhagia of puberty which is sometimes so severe and intractable as to bring young girls almost to death's door. Is it a uterine or a constitutional disease ? There is no direct evidence that it is due to a blood abnormality, yet the best remedy, in my experience, is prolonged treatment with lactate of calcium. " Fungous Endometritis."-I would like this Section, or the Obstetric Section of the International Medical Congress meeting in 1913, to decide that the word "endometritis " should cease to be used for adenomatous overgrowths of the uterine mucosa. Everyone agrees that it is an obsolete and erroneous expression, yet its use is continued, often with the prefix " so-called," or it is put in inverted commas to show its erroneous ambiguity. The main difficulty is to find a word which will cover all the benign varieties of adenomatous overgrowth which would be included, just as the word " adenoids " covers different types of adenonatous growth in the nasopharynx of children. In this connexion I may mention that I have very frequently found that women from whose uteri I have scraped unusual quantities of adenomatous tissue suffered from adenoids as children.
Vascular Caruncle.-What is the cause of vascular caruncle of the urethra ? And why is it so prone to recur? How is it that no nervetissue has been demonstrated in their structure, when they are such painful growths?
Fibromyomata.-Dr. Clay, of Manchester,' a Fellow of the Obstetrical Society of London, read at one of its meetings in 1863 an account of two abdominal hysterectomies for fibroids with intraperitoneal treatment of the stump done in 1844 and 1863, the first performed in this country, one case recovering. A study of the Transactions of our amalgamated societies shows the steady progress which has been made, until at the present time mortality after hysterectomy for fibroids is almost non-existant, unless the operation has been too long delayed, or unless constitutiQnal or local complications are present. I am, however, entirely opposed to the view that a fibroid which is producing no symptoms should be removed for fear of symptoms or degenerations which may or may not subsequently develop. That is not conservative surgery, and unless the patient is going to the Tropics, where fibroids always get larger, and where menorrhagia is sure to occur, or unless other special circumstances are present, I do not operate till symptonms arise. I have, on at least two occasions, postponed surgical interference on patients who subsequently became pregnant and were delivered of healthy children. We are still ignorant of the causation of fibromvomata.
In his Inaugural Address in 1887, Dr. John Williams,2 as he then was, suggested that just as antiseptics in midwifery had given obstetricians the power to prevent chronic disease and suffering in women, so perhaps in forty years' time some President of the Obstetrical Society would be able to announce that a means of preventing the growth of ovarian cysts, uterine fibpomyomata, and even cancer had been found. Twenty-four years have since elapsed. Do we as yet know anything more of the causation of these diseases?
All observers seem to think that the starting point of a fibroid is in or around a small capillary.
Lawson Tait,3 in 1882, believed that the deranged production of muscle-cells which began by a growth near to a vascular supply was due to some error of the nerve influence which he believed to govern menstruation.
Dr. Elizabeth Willey4 drew attention in a valuable paper at this Section in 1909 to the views of Klebs, Pilliet, and others, who believed that fibroids begin in the uterine capillaries themselves. Mrs. Willey Trans. Obstet. Soc. Lond., (1863 ), 1864 , v, p. 58. Trans. Obstet. Soc. Lond., (1887 ), 1888 considers that fibroids originate in proliferating uterine muscle-cells, developed in vascular tissue; and that the stimulus producing the proliferation has some relation to the activity of the sexual organs. Even, however, if Mrs. Willey's views are right, we need to discover the remote cause which, acting probably through the blood supply, stirs these muscle-cells, grouped round the smaller vessels, into activity.
The effect of oophorectomy and the action of X-rays point to the exciting influence being an ovarian (Graafian follicle) internal secretion. Can lutein tissue here, again, be the starting point in the development of fibroids?
Cancer of the Uterus.-Is anything known of the cause of uterine cancer? Do we realize that in the last nine years over 34,000 women in England and Wales have died of cancer of the cervix uteri (see pp. 18, 19) . This is at the rate of 3,777 deaths a year. Since Sir John Williams's Harveian Lectures in 1886 but little has been done to try and find the clinical precursors to cancer of the cervix. He proved that there was no causal relation between cervical laceration and cancer, and considered that there was then no available scientific evidence that. glandular erosions predisposed to malignant change. Those who have had patients develop cancer of the cervix, whose previous clinical history is known as regards changes in the cervix uteri, might easily help us to obtain evidence on the subject.
Sir John Williams' quoted the views of Ruge and Veit, who had described cases of glandular cancer originating in erosions, and also described cases of his own where cancer had developed from the deeper glands underlying an erosion, but he had always found healthy gland tissue between the new growth and the papillary glands of the erosion. He had seen no case where the surface glands of an erosion became primarily cancerous, though one of his cases (Case XXVII, p. 69) is not. at all conclusive on the subject. " Cervical Erosion."-Our views as to the significance of cervical erosion will depend upon the views we hold regarding the relationships. between erosion and cancer. Some of us may recall Dr. Robert Lee's. sarcastic description of Dr. Henry Bennet's "ulceration of the cervix uteri," which we now inadequately call " an erosion." Lee said, " the so-called ulceration could not be recognized by the sense of touch, for it. had no margin, inverted or everted; it could not be seen through the speculum till the part had been rubbed with nitrate of silver; it had I "C ancer of the Uterus," Harveian Lectures, 1886, pp. 36-40, 68. neither centre nor circumference, beginning nor end." Although Dr.
Bennet's pathology, nomenclature, and his overdrawn accounts of the condition were alike wrong, he was the first, as Dr. Watt Black told us in one of his Presidential Addresses, to discover that pelvic inflammation existed in the non-puerperal state. Has not the pendulum of reaction, *due in this case to the exaggerations of the discoverer and the ridicule of his critics, swung too far? Are we correct in our present view that we may safely ignore the existence of an erosion? Have we no evidence that it may predispose at a later date to a less benign proliferation of the glands and of their lining of columnar cells, and be, in fact, an early evidence or indication of a tendency towards epithelioma. Prolonged ineffective treatment of an erosion causes great inconvenience to the patient, and, as Dr. Herman has emphasized, adds distinctly to her nervous tension. What, then, should be our attitude in dealing with cervical erosions? I notice that many advise that erosions should be treated drastically, for instance by scraping deeply and using the actual cautery. Is this because they have a misgiving that they predispose to epithelioma? I have no real evidence one way or another, and personally do not feel able to dogmatize on the subject.
Dysmenorrha?a.-There is no recognized consensus of opinion on this subject, indeed, I think views as to dysmenorrhoea are less definite now than they were two or three years ago. What examiner in gynaecology would venture to set a question to-day on the "Varieties Sand Causation of Dysmenorrhcea? " The elementary question, " What is Dysinenorrheca? " or even, " Whether Dysmenorrhoea is a Symptom ,or a Disease'?" would meet with curiously divergent answers, according to the medical school of the student. Do we yet know how to explain intermenstrual dysmenorrheea or Mittelschmerz ?
Ovarian Papillomata.-What is the explanation of the occasional -complete disappearance, after an apparently useless laparotomy, of large masses of ovarian papillomata which have extensively involved both the peritoneal and subperitoneal tissues, the patient recovering perfectly with nothing but a fibrous body to show where the ovary originally was, -as I was able to -prove in one case.' In the large majority of such inoperable cases death rapidly supervenes, yet the papillomatous growth is microscopically identical with the cases that recover. In other words, how can we tell when such papillomata are malignant or benign ? The Future of Gynacology.-What is to be the future of Gynaecology ? Is it to continue to become more and more surgical ? I think not. Is I Routh, Amand, Trans. Obstet. Soc. Lond., (1907 Lond., ( ), 1908 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from it not more than possible that in the not distant future some President of the Section will give an Inaugural Address upon " Treatment other than Operative, in Gynaecology," and will base his remarks upon the wonderful discoveries being made in bacteriological, chemical, electrical, and radiographical therapeutics. Even as it is, without considering these new aids in treatment, is there not a tendency nowadays to consider ourselves surgeons only rather than a happy combination of physician and surgeon; to advise an operation because it is the easiest way to treat the case; or to operate in the rush of both hospital and private practice without previous constitutional preparation of the patient.
Wertheim's Ojperation.-Are we not also prone to go to extremes in the details of some of our newest methods of operating. I doubt much if Wertheim's operation for the very advanced cases of cancer of the cervix uteri will continue to be considered wise, nor do I think it will continue to be adopted for very early cases, but rather be reserved for those middle cases where the extended operation is likely to be permanently successful and worth the extra immnediate risk, or where in an early case it is doubtful whether a vaginal operation would suffice to remove all affected tissues.
Ventrifixation.-When one hears of the large numbers of cases of ventrifixation being done both in hospital and private, and the numerical proportion they bear to other abdominal operations, one ventures to wonder whether those who thus so frequently treat prolapse and retroversion have had any real experience of the advantages, during the child-bearing age, of vaginal pessaries, wisely selected and skilfully applied. I have not come across cases requiring ventrifixation in anything like the proportion that some others have, and I do not know how to explain the difference.
Mortality Statistics.-Why is it that statistics of large series of abdominal operations are not improving during the last few years ? Zweifel says that the death-rate from all causes after operation has risen from 5'5 per cent. in the period 1887-92, to 7T8 per cent. in the period 1903-09. No doubt this is due partly to the introduction of such heroic operations as Wertheim's for uterine cancer, but when these operations are excluded the mortality is still 6 per cent. He considers that the increase is mainly due to pulmonary embolism, which caused eighteen deaths in 1,802 operations, and he attributes it to the systematic use of Trendelenburg's position. By avoiding flexure of the legs and lowering of the shoulders, he only had three deaths in the following 806 operations. Olshausen agrees with Zweifel in his conclusions.
We are at the beginning of a period when other methods of treatnent than surgery are being gradually opened up, but are we not rather closing our eyes to those aids which are already known to us? How many of us have tried to arrest hemorrhage from fibromyomatous -uteri, in cases refusing or unsuited for an abdominal operation, by transferring the patient to our electrical colleagues for exposure to X-rays? I have done so in both hospital and private cases, especially at menopause ages, with distinct success. The rays arrest ovulation and the formation of lutein tissue by action on the Graafian follicles, and arrest the growth of fibroids owing to that action and to special action upon the cells forming the fibroid itself. I have not yet had a chance of using X-ray in fibrosis uteri.
Again, do we realize that a tube of radium inserted two or three times for twenty minutes into the crater cavity of an incurable uterine carcinoma, in many cases causes complete, though, so far as is yet known, only temporary relief, from pain and discharge.
Are we alive to the remarkable effect of electric heat and light baths in pelvic inflammations ? They can be easily applied by fixing electric lamps to the ribs of a bed-cradle. These " baths" speedily relieve pelvic pain, and promote rapid absorption of both parametric and perimetric exudation, after the acute stage of the attack has passed.
Bacon said, " The whole art of medicine is observation." Observation in medicine in Bacon's time was almost purely clinical, and treatment largely empirical. The enthusiasm and hard work done by our Section, and by our younger members especially, is gradually unfolding the obscurities still remaining in obstetrics and gynmecology. The clinical facts now brought before us at our meetings are not, as in the early days of the Society, all that is recorded, but practically every such history is accompanied by a pathological and sometimes ilso a bacteriological report.
These, and the addition in suitable cases, such as the toxemias of pregnancy, of the report of a chemical pathologist, will, I hope, ere long enable us to discover the still unknown causes of the many diseases we daily discuss, to some of which I have referred. And when we know the causation, our efforts both towards prevention and cure must have their due reward. The discovery of the toxin in toxaemic cases by means of a perfected physiological chemistry will point to its antidote, and diseases which now find us helpless will readily yield both to prevention and to treatment; diseases, also, such as puerperal eclampsia, now treated in critical cases by such different surgical procedures as Caesarean section, decapsulation of the kidneys, or even amputation of the breasts, according to the theory or caprice of the operator, will be successfully dealt with by.rational methods. I trust that the Obstetric Section of the Royal Society of Medicine will help, in no small measure to an explanation of the many problems which are still eluding us.
DISCUSSION.
Sir FRANCIS CHAMPNEYS moved the usual resolution that the President be thanked for his address, and that he be asked to allow it to be printed, in no perfunctory spirit; for the address, with its summary of the past, its statement of the present condition, and its look into the future of the Section, was of very great interest. He congratulated the Section on its new President, who bad worked in so public-spirited a manner for it, and he anticipated a happy and prosperous year under his guidance.
Dr. HERMAN asked permission to second the resolution proposed by Sir Francis Champneys, and wished to associate himself with the eulogistic phrases which Sir Francis had applied to the President's useful and stimulating address. He thought the Section was to be congratulated upon its new President.
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